Introduction: Schwannoma or neurilemmoma is benign tumour of the nerve sheath originating from the Schwann cells. Localization in abdominal wall is rare. Schwannomas are usually manifested as slow-growing tumour and can exist for months to years without producing symptoms. Symptomatology depends of location, involved nerve and the size of the tumour. Case report: We present a 43-year-old female patient with Schwannoma localized in the right hypochondriac region. Diagnostic procedures included high-resolution ultra sound with color Doppler (US), patohistological examination (PH) and magnetic resonance imaging (MR). High-resolution ultra sound showed the solid mass, well circumscribed, with a whorled, echogenic internal architecture in the anterior abdominal wall. MR imaging revealed oval, well-circumscribed, heterogeneous, fusiform 3 x 2.5 x 2.5 centimeters large mass. T1-weighted imaging presented low signal intensity and heterogeneously high signal intensity on T2-weighted image. The lesion was completely surgicaly removed. After histopathological examination with immunobiochemistry, the diagnose of Schwannoma was confirmed. Conclusion: Schwannoma as slow-growing tumours and of without clinical manifestation may cause a delay in diagnosis and treatment. Clinical presentation of Schwanoma is indolent and non-specific. Diagnosis of this tumor requires multidisciplinaire approach.
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Introduction
Schwannoma or neurilemmoma is benign, slow-growing, encapsulated tumour of the nerve sheaths, that arises from the Schwann cells of the peripheral, cranial and autonomic nerves. Schwannoma can push the nerve laterally but without infiltrative potential. On T2-weighted images this lesion is peripherally hyperintense and centrally is with heterogeneous low and intermediate signal intensity (Figure 1, 2, 3) . Unenhanced T1weighted LAVA sequence shows lower signal intensity comparing to the signal intensity of surrounding muscles (Figure 4 ) and after contrast administration on T1-weighted LAVA sequence, the mass shows intense enhancement ( Figure 5 ). After all examinations, tumor excision have been performed. Abdominal oblique muscles were separated and isolated. The lesion was identified between the right hypochondriac and lumbal region in the near of costal cartilage and intercostal spaces. The lesion was 3 cm large, ellipsoid shape, and solid consistency. It was completely resected together with a capsule and sent for histopathology analysis.
Macroscopically, cystic formation dimension 30x20x10 mm, shiny smoothly surfaces, with a narrow pedicel part, dimension 10x1 mm. After cutting there was a whitish yellow tissue, partially pseudocystic appearance on the cross-section of the tissue.
Microscopically, the lesion was consisted of an area composed of spindle cells with oval, extruded nuclei and palisading. Histiocytes, mast cells, collagen fibers were also present.
Small number of blood vessels had a thickened wall surrounded by a mixomatous extracellular matrix ( Figure 6, 7, 8, 9 ). On the histological examination we found that the tumour cells were positive for S100
protein. The final diagnosis was Schwannoma. The postoperative process took place in well order.
Discussion:
We can conclude the literature review, to date, only few cases of abdominal wall Schwannomas were described. Schwannomas are the most common tumours of peripheral nerves with incidence 5% of all benign soft-tissue tumours. Schwanoma affects patients between the ages of 20-50 years old and with moderate predilection in females. It is commonly associated with Neurofibromatosis Type 2. (1, 2, 3)
The most common localizations of Schwannomas are retroperitoneum (32%), mediastinum (23%), head and neck (18%), and extremities (16%). with S100 protein and can be used to differentiate them from malignant peripheral nerve sheath tumors. (6, 8, 9) Shvannoma have mostly uniform MR presentation which is T2 high signal intensity with centrally present zones of low and intemediate signal intensity that correspond to central fibrous components and peripheral myxomatous elements seen at pathologic analysis. On spin-echo T1-weighted MR images, the lesion is homogeneous and isointense relative to skeletal muscle. (3) There are certain imaging characteristics that may aid the radiologist in establishing a preoperative diagnosis of a peripheral nerve sheath tumor. These characteristics include association with a peripheral nerve, intermuscular location, and mostly specific MR image.
(3, 10, 12)
The opposite of Schwannomas, malignant peripheral nerve sheath tumors as sarcomas have no specific imaging features, but aggressive biologic behavior may be suggested by indistinct margins, the infiltrative nature of the lesion within the nerve and adjacent structures. In many cases imaging characteristics help identify the neurogenic origin of a mass, but these patterns of signal intensity are neither specific for neural tumors, nor do they allow differentiation between benign and malignant nerve sheath tumors. Ideally, at MR imaging we could make differ between Schwannoma and neurofibroma. (3) The treatment are complete surgical excision, and prognosis is generally good. Incomplete excision can lead to recurrence of the tumour in situ or at a distant site after resection. (4) Our patient had good postoperative rehabilitation. We recommended clinical monitoring over a period of one year with shorter intervals between examinations; and during the second year with longer intervals between examinations. It included a review of the surgeon and radiological treatment. During the follow-up there was no evidence of recurence found on MR images.
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